Visual behaviours
The net to catch babies medically and/or genetically at risk of severe visual impairment are well summarised in the recommendations of the Joint Working Party on Health for All Children.' These highlight the physical examination of the visual system and the importance of parental concern about eyes or visual behaviour. However, the elicitation of early visual behaviours, such as fixation and following of a 6-5 cm ball or fixation of tiny round objects in near and distance, are given scant credence. This is a pity because methods that evaluate vision, in addition to a physical examn ation of the eyes Occlusion provides an opportunity to explore the vision of each eye separately; age related factors such as the development of attention control and behaviour make success the exception rather than rule between 12 and 48 months of age. Between 7 and 12 months a baby's attention can be distracted from the 'hateful' patch to another focus; it makes developmental sense to advise surveillance practice to take this opportunity to examine for asymmetry in the quality of gaze of the two eyes. A graded series of small round sweets -Smartie, silver ball cake decoration (4 mm), and a hundred and thousand -is sufficiently motivating to attract attention away from the patch and thus exclude a serious defect of vision in one eye only.
Most behavioural tests of vision can be adapted so that the findings provide a basis for prescription of programmes that will promote visual development and use residual vision optimally to enhance numerous aspects of general development in severely visually impaired babies.3 8 9
Squint
The prevalence of squint rises slowly from infancy to 7 years with a mean of about 3-5% for all ages; it is much higher in disabled populations. The significance, assessment, and management of different types of squint is well reviewed by Fielder.' Squint is a feature of many disturbances of the visual system, both major and minor. It may predispose to, coexist with, or be the consequence of defective vision; on the other hand it also occurs in individuals with normal acuity. It is therefore essential that surveillance practice includes both an exami- Children, like adults, function most successfully in situations and with material that they see 'at a glance'. Zealous encouragement by testers to 'look' or 'try' harder is perhaps not always wise; it may boost the measure through intelligent guess work because test displays designed for children embrace a choice offive or six rather than 26; the easiest way to clarify whether a child's problem is visual or behavioural is to return to a larger display or to step a metre closer. Leaning forward and peering are other clues in favour of a difficulty being visual.
The SSAS and the LH test have near test charts to standard specification. In children with severe visual impairment near as well as distance measures are essential for optimal prescription of spectacles, optical aids, and print size. In surveillance practice the distance measure is the crucial one because only 05% of children with normal distance acuity have an error of near." This advice is supported by a current study of4-9 year old school children in Harrow using the SSAS.* The yield of visual errors from the distance measure was not increased by the addition of a near measure.
DEVELOPMENTAL FACTORS
There are five major interactive developmental issues of relevance to optotype tests in the preschool years: the maturation of linear acuity, the developmental benefit of single optotypes, the ability to match or name optotypes (letters, geometric shapes, pictograms), the effect of distance upon the ability to carry out the test task, and the acceptance of occlusion.
The body of evidence suggests that acuity for linear displays does not mature to 6/6 or 3/3 until the age of 5 years in some children. This is borne out by the preliminary analysis ofa recent survey of 2 to 6 year olds in the community using the SSAS.t Although the adult norm of 3/3 was achieved by 20% of 2,5 to 2,11 year olds, it had not been by up to 60% of 3,0 to 4,5 year olds and at least 20% of 4,6 to 6,0 year olds. The prevalence of minor visual errors in this age range is 6-12%.I12' Twelve per cent of the youngest, 11% of the middle, and 1% of the oldest age group had acuities of 3/6 or worse. In the context of prevalence and surveillance it would seem wise to refer children in the two younger groups with acuities of 3/6 or worse and in the older group with 3/4 5 or worse when testing with the SSAS. The findings of the Harrow study confirm 3/4-5 as the appropriate level for referral of 6 to 9 year olds.* Egan showed that there was little developmental advantage in using single optotype even with children under 3 years old'4; this method therefore should only be used by specialist teams who appreciate its limitations.
The proportion of children able to match optotypes increases with age. The design of pictograms is often more complicated than that of simple letters or basic geometric shapes, making the first the most difficult to match. Pictograms are symbolic representations of objects and are more difficult than real objects or realistic life sized pictures to name and the skill to do so does not develop any younger; thus they offer no developmental benefit and in view of earlier comments about their optometric disadvantages there is little to advocate their use. Just over 80% of 2,5 to 2,11 year olds and over 90% of 3,0 to 3,5 year olds can match letters using the Sonksen Silver key card and training booklet.t This is a considerably higher proportion than Egan found for comparable age groups using the Sheridan Gardiner 5 or 7 letter key card (34% and 77% respectively).'4 Egan had noted that some of those who had failed to do so achieved with 3 
